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Abstract 
Having access to family planning (FP) services is a cornerstone for economic and social 
development. Because of reproductive health disparities between income groups, progressive 
policies have been passed in the Philippines to reduce the gaps. One example is the 
Responsible Parenthood and Reproductive Health act that provides people living in poverty 
with FP services. Moreover, it attempts to promote responsible parenthood, which involves 
both mothers and fathers. By interviewing 16 women and men, residing in two poor urban 
communities in Metro Manila, this thesis set out to explore their respective role and 
responsibilities in matters concerning FP. The findings demonstrate a gendered division of 
roles and responsibilities where women bear the main responsibility in preventing 
pregnancies while men lack concern, which corresponds and adds to the literature on the field. 
Using concepts of power, gender norms and roles, and agency this thesis argues that 
constructed gender norms and roles inform women and men on how to be involved in FP. 
Despite the sample size, the findings direct attention to prevailing power structures that not 
only burden mothers but also impede fathers from getting informed and from becoming 
responsible fathers.  
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1. Introduction 
Access to family planning (FP) services is crucial for social and economic development 
(UNFPA, 2016; Pillai and Gupta, 2011; Wernet, 2016; Vistro, 2014). It is also considered a 
cornerstone for women’s empowerment since having access to FP services put women in 
control over their fertility cycles and enables them to participate in society (Jacobstein et al. 
2013; UNFPA, 2016; Cates and Maggwa, 2014). Despite FP services being crucial for both 
partners to avoid or delay pregnancies women usually take the largest responsibility over 
contraceptives (Bertotti, 2010; Fennel, 2011). Authors have found that matters concerning 
contraceptives are perceived as women’s sphere, which has created a gendered division of 
labor where women usually bear the burden of seeking information about, obtaining and 
taking/using the contraceptive (Bertotti, 2010; Fennel, 2011).   
 
In the Philippines, high disparities in meeting desired fertility goals prevail across income 
groups (Cabral, 2016). Studies have found that women living in poverty tend to have more 
children in relation to their desired fertility goals than women from wealthier households (Lai 
et al. 2017; Cabral, 2016). In targeting inequalities that disproportionately affect women from 
lower income groups, the government has passed progressive policies to decrease the gap. 
The Responsible Parenthood and Reproductive Health No.10354 (RPRH) act, which was 
passed in 2012, promotes health equity (RPRH, 2012). While the act mandates the state to 
provide FP services across the country, individuals living in poverty are given the services for 
free (RPRH, 2012). Adding to that, not only women and mothers are in focus of the act but it 
also involves men and fathers, as it enables both parents to access information and services to 
become responsible parents (RPRH, 2012). This is of particular importance since focusing 
exclusively on women could be problematic as it can reinforce FP issues as a matter for 
women only. Studies involving Filipino men have addressed their influence on fertility 
desires and their role as opposing choice of contraception (Abada and Tenkorang, 2012; 
David and Atun, 2014; Guttmacher institute and Likhaan, 2010), but lack in addressing their 
role and responsibility on matters related to FP. Therefore, it is important to incorporate the 
voices of men to gain insight in how they are involved in FP. However, as the responsibility 
of these matters usually lie with women, it is further important to involve both women and 
men to get a thorough understanding of their respective role and responsibility on matters 
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concerning FP. Incorporating the perceptions of both women and men can further help shed 
light on underlying structures that shapes their respective involvement.  
1.1 Purpose and Research Question 
This thesis aims to explore the role and responsibility of women and men living in poor urban 
communities on matters concerning family planning and contraception. It thereby focuses on 
the voices of women and men in describing their views on their respective role and 
responsibilities. Their perspectives play the central part in the analysis where concepts of 
power, gender norms and roles will be used to gain deeper understanding of their roles and 
responsibilities. This is of particular importance as it can help to inform the RPRH act on 
local power structures that in turn shape the role and responsibilities of parents.  
 
Thus, this thesis is guided by the following research question:  - How do women and men in poor urban communities describe their role and 
responsibility on matters related to family planning and how can it be understood 
using concepts of power, gender norms and roles, and agency?  
 
To clarify the purpose and research question, “role” refers to the purpose a person has in 
matters concerning FP and contraceptives. “Responsibilities” refers both to the perceived 
responsibility and the duties around the contraceptive, i.e. information seeking, obtaining, and 
taking/using it.  
1.2 Delimitations 
Recognizing the range of FP this thesis focuses on contraceptives. Adding to that, it focuses 
only on heterosexual individuals and couples. Furthermore, it is based on primary data 
collected in two urban poor communities in Metro Manila, more specifically Bagumbong and 
Batasan Hills. Despite data collected on which type of contraceptives was used, this thesis has 
not conducted any comparison between the different contraceptive users and its implication to 
their role and responsibilities. Finally, this thesis has not interviewed couples, but rather 
women and men in relationships or singles focusing on how they describe their role and 
responsibilities on matters to contraceptives. Hence, it has not looked into the negotiation 
between couples or how couples themselves describe their role and responsibility.  
			 3	
1.3 Outline of Thesis 
This thesis starts with clarifying concepts related to FP and continues with a contextual 
background to the Philippines. Thereafter, the underpinnings of FP are presented, which is 
followed by the theoretical framework. After a methodological discussion, the findings and 
analysis of this thesis are presented. Finally, the thesis ends with final concluding remarks. 
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2. Background 
To be able to understand the role and responsibility of women and men on matters concerning 
FP and contraceptives, it is important to understand what such services entails. Therefore, the 
definitions of sexual and reproductive health and rights, FP and contraceptives will be 
presented below. It will also provide a background to the Philippine context shedding light on 
social structures and legislation that creates the foundation in which roles and responsibilities 
of women and men play out locally.  
2.1 Sexual and Reproductive Health and Rights 
Sexual and reproductive health and rights (SRHR) refers to a person’s right to a responsible, 
safe and satisfying sex life, which involves having the freedom to choose if, when and the 
spacing of desired number of children (UNFPA, 2017, 18; Starbird et al. 2016). Regardless of 
age, income, place of residence, marital status and sexual orientation, it gives individuals the 
right to SRH services and information to be able to live and enjoy their sexuality (UNFPA, 
2017, 18). This entails having access to appropriate services to meet their desired fertility 
goals and needs and to be able to use such services without fear of discrimination (Pillai and 
Gupta, 2011; Wernet, 2016; Germain et al. 2015).  
2.2 Family Planning and Contraceptives 
For individuals and couples, FP services refer to the information, means and methods, i.e. 
contraceptives, to prevent or space the number of children  (UNFPA, 2017b; PSA and ICF, 
2018). To clarify, contraceptives is the means and methods for FP. Therefore, FP and 
contraceptives will be used interchangeably throughout this thesis. Contraceptive methods are 
usually grouped into two different kinds: modern and traditional methods (PSA and ICF, 
2018; Lopez del Burgo and de Irala, 2016; UNFPA, 2017b). This thesis uses parts of 
Hubacher and Trussel’s (2015) definition of modern contraceptives. Thus, modern methods 
refers to contraceptives that entails that a person uses a hormonal or non-hormonal product or 
conducts a medical procedure to hinder or stop reproduction from sexual intercourse 
(Hubacher and Trussel, 2015). Traditional contraceptive methods refer to methods that does 
not entail that a person uses any products or medical procedures to stop reproduction (ibid.).  
 
Using the terms “modern” and “traditional” has been widely debated (Cates and Maggwa, 
2014; Oas, 2016). Because of its definition, “modern” is usually associated with effectiveness, 
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which is not always the case and could therefore be misleading (Lopez del Burgo and de Irala, 
2016). First of all, this definition lumps a long list of different contraceptive methods 
together, which all have different levels of effectiveness (Cates and Mattwa, 2014). For 
instance, longer-acting reversible contraceptives such as implants and IUDs are more 
effective than pills and injectable because the latter require regular actions and consistent use 
(Cates and Maggwa, 2014). Despite that various tools and techniques have been developed to 
improve the use of traditional methods, e.g. apps helping individuals to monitor their fertility 
cycles, these methods entail abstinence from sexual intercourse and are therefore classified as 
traditional (Hubacher and Trussel, 2015). Authors have emphasized the importance of a 
rights-based approach when providing individuals with contraceptive options as it can help 
individuals finding a method that aligns with her/his needs, which is crucial for an informed 
choice (Cates and Maggwa, 2014).  
2.3 Sexual and Reproductive Health in the Philippines 
In the Philippines, the prevalence of modern contraceptives has increased from 39 percent in 
2013 to 45 percent in 2016 (Guttmacher Institute and Likhaan, 2010; DOH and POPCOM, 
2017). This means that almost 5.7 million women are current users of modern contraceptives 
(Guttmacher Institute and Likhaan, 2010; DOH and POPCOM, 2017). The most common 
methods are contraceptives developed for women, such as Pills, sterilization, and IUD (DOH 
and POPCOM, 2017). Even though 89 percent of the population approves of modern 
contraceptives, the different aspects of SRH have been widely debated (Kennedy et al. 2011; 
David et al. 2012; Montiel et al. 2016).  
2.3.1 Catholic Values 
The majority of the population is Roman Catholic and the values of the Catholic Church 
prevail across society, politics, and legislation, which reflect the power of the Church in the 
Philippines (Collantes, 2018; Raffin and Cornelio, 2009; Parmanand, 2014). Life itself and 
the idea of the Filipino family are both sacred and supported by the Catholic Church 
(Collantes, 2018). While such values have developed the idea of children and what constitute 
a family, it has also prescribed roles for women and men (Collantes, 2018; Tanyag, 2017). In 
accordance to Catholic values women are portrayed as nurturing and self-sacrificing mothers, 
which has resulted in Filipino women being caring and compliant to their husbands’ wishes in 
having more children than planned for (Tanyag, 2017; David and Atun, 2014). Since children 
are commonly seen as ‘the gift of God’, refusing the husband another child could be 
perceived as cruel and selfish by the husband and in the community (Greer, 2009; David and 
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Atun, 2014). This is emphasized by authors as putting additional pressure on women to 
comply with the role of the ‘nurturing mother’ (Greer, 2009; David and Atun, 2014). There 
are also prevailing masculinities that affect men in the Philippines. Having many children is 
commonly perceived as being fertile and strong, which authors have found affect the fertility 
goals of men who have a desire to have more children than their wives (Vistro, 2014; David 
and Atun, 2014). Such masculine norms are also reflected in the ‘macho-culture’ or manhood 
that prevails in the Philippines. Authors have found that masculine norms puts expectations 
on men in having many children, being good providers, in being negative towards male 
contraceptives and in ignoring household chores, which results in reproductive work being a 
woman’s issue (Eviota, 1992; Collantes, 2018; Pingol, 2001). As a result of such gender 
norms, Collantes (2018) argues that Filipino men are strengthened and Filipino women are 
undermined and undervalued in society.   
 
In promoting Catholic values, the Roman Catholic Church has strongly opposed RH policies; 
particularly sexual education and state financed modern contraceptives (David et al. 2012, 
299; Ruiz Austria, 2004). The stand of the Catholic Church derives from the idea that the use 
of modern contraceptives is a sin as they view modern contraceptives being abortifacient 
(Lim Tan, 2004; Bautista, 2010; Smith, 2014). As abortions are strictly criminalized in the 
country and the unborn have intrinsic rights in the constitution, it has resulted in campaigns 
run by the Catholic anti-abortion movement intersecting abortion with modern FP, arguing 
that such services are anti-family (Lim Tan, 2004; Collantes, 2018). As a result, the progress 
of SRH has to a large extent been influenced by the stand of the presidency, either being more 
liberal and promoting modern FP services or more conservative by promoting and supporting 
traditional FP that aligns with the values of the Catholic Church (David et al. 2012, 305; Ruiz 
Austria, 2004; Montiel et al. 2016; Collantes, 2018). As a result of strong advocates for 
women’s reproductive health and freedom by the women’s movement and civil society, the 
RPRH act was passed by the government in 2012, ensuring women’s access to contraceptive 
services in spite of the values of the Catholic Church (Brillon, 2013; Collantes, 2018; RPRH, 
2012).  
 
The following section presents the RPRH act and the health system that together forms the 
structure that provides and enables individuals’ access to FP services.  
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2.3.2 The Responsible Parenthood and Reproductive Health Act 
The RPRH act acknowledges individuals’ right to FP services and modern contraceptives 
(RPRH, 2012; Tanyag, 2015). In accordance to the act, the state is mandated to ensure 
universal access to safe and affordable contraceptives and information that provides 
individuals and couples with the ability to have their desired number of children (RPRH, 
2012; Parmanand, 2014). While the act ensures individuals’ access to FP services, it adopts a 
rights-based approach in promoting family health and wellbeing (David et al. 2012, 315). It 
also recognizes the socio-economic barriers that disproportionately affect marginalized 
groups, particularly poor women, from accessing FP services and contraceptives (Tanyag, 
2015). By providing a wide range of FP services to individuals the act sets out to enable them 
to take an informed choice on a contraceptive method suitable for their life and family goals 
(RPRH, 2012).  
 
The National Household Targeting System for Poverty Reduction is used to identify poor 
households (Fernandez, 2012; RPRH, 2012). The system was established to improve the 
delivery of social services for people living in poverty and has prior to the RPRH act been 
used to identify households eligible for the national Conditional Cash Transfer program 
(Fernandez, 2012; DSWD, n.d.). The system helps to identify poor households who are 
offered the services, e.g. contraceptives, under the act for free (RPRH, 2012).  
 
Responsible parenthood is strongly manifested in the act and refers to the will and the ability 
of parents to work for the needs and the ambitions of the family (RPRH, 2012, 11). To have 
such ability, parents are given relevant information to be able to make an informed choice 
(RPRH, 2012, 5). The act emphasizes the importance of shared responsibilities between 
parents as such could enable them to determine and achieve their desired family size while 
taking consideration of their economic and sociocultural concerns (RPRH, 2012). This 
includes male responsibility, which refers to: “the involvement, commitment, accountability 
and responsibility of males in all areas of sexual health and reproductive health…” (RPRH, 
2012, 8).  
 
While the Department of Health (DOH) has the overarching responsibility to allocate funds 
and monitor the implementation process of the RPRH act, the Local Government Units 
(LGUs) are the main implementers of the act locally (RPRH, 2012). The LGUs procure, 
provide the services and monitor the need and usage of supplies within each district (DOH, 
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2014; DOH and POPCOM, 2017). Contraceptives are provided at three different levels of the 
healthcare system. The Barangay Health Stations are the primary healthcare facilities that 
provide individuals with less complicated contraceptives, e.g. pills (DOH, 2014). At the 
birthing facilities, midwives perform sterilizations, IUDs and implants (DOH, 2014). In 
addition to the services provided at the primary healthcare and birthing facilities, hospitals 
perform sterilizations (DOH, 2014).  
2.3.3 Contraceptives under the act 
The contraceptives that are available for free under the RP act are hormonal contraceptives, 
intrauterine devices, injectables and other contraceptives that are affirmed as non-
abortifacient (RPRH, 2012).  
 
Individuals and couples living in poverty can through the RPRH act also access information 
on traditional contraceptive methods at primary healthcare centers (RPRH, 2012). As 
discussed by authors, traditional methods are associated with higher odds for undesired 
pregnancies and low levels of effectiveness (Marquez et al. 2017). In spite of this, traditional 
methods, such as withdrawals, are commonly used among couples, mostly because it is for 
free and does not require any visit to a healthcare center and thus can be spontaneously used 
by couples (PSA and ICF, 2018; Marquez et al. 2017). As discussed in Marquez et al (2017), 
women living in poverty in Metro Manila preferred traditional methods because of the lack of 
side effects. Table 1 provides a short description of the contraceptives used by the informants 
of this study, which all are covered under the RPRH act. A more detailed description can be 
found in Appendix B.  
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Contraceptive 
 
Description 
 
 
Access 
 
Usage 
 
Effectiveness 
 
Pills 
Hormonal 
contraceptive. 
Prevents ovulation.  
At Barangay Health 
Units. 
Women orally take 
the pill every day.  
Prevents 
pregnancies with 
>99% 
 
Injectable 
Hormonal, long-acting 
contraceptive. 
Prevents ovulation.  
At Barangay health 
Units.  
Women are 
injected every 
three months.  
Among regular 
users, prevents 
pregnancies with 
>97% 
 
Implants  
Hormonal, long-acting 
contraceptive. 
Prevents ovulation.  
At birthing facilities.  Inserted inside the 
woman’s upper 
arm. Can be used 
for 3-5 years. 
Prevents 
pregnancies with 
>99%  
 
IUD 
Hormonal, long-acting 
contraceptive. 
Prevents ovulation.  
At birthing facilities.  Inserted inside a 
woman’s uterus. 
Can be used for 3-
5 years.  
Prevents 
pregnancies with 
>99% 
 
Male 
Condom 
Non-hormonal, one-
use contraceptive. 
Blocks the sperm.   
At Barangay health 
units.  
Is used for every 
vaginal 
intercourse. Is 
used by the man.   
If used properly, 
prevents 
pregnancies with 
>98% 
 
Female 
sterilization 
A permanent 
contraceptive. A 
medical procedure. 
Prevents the sperm 
from reaching the egg.  
At birthing facilities 
and hospitals.  
Performed on the 
woman’s body.  
Prevents 
pregnancies with 
>99 % 
 
Withdrawal 
A traditional 
contraceptive that 
keeps the semen away 
from the woman’s 
genitals.  
Barangay health 
units.  
The method is 
performed at each 
vaginal 
intercourse. 
Depends on male 
action.  
If used correctly 
and consistently, 
prevents 
pregnancies with 
96 % 
 
Calendar 
method 
By monitoring the 
menstrual cycle, a 
couple can identify 
days when the woman 
is most fertile.  
Barangay health 
units.  
During the 1st to 
the last day of the 
woman’s fertile 
days, the couple 
abstains from 
vaginal intercourse 
or uses condom.  
If used correctly 
and consistently, 
the method 
prevents 
pregnancies with 
91% 
Table 1. Contraceptives used by the informants. Detailed information from WHO (2018).
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3. The Underpinnings of Family Planning 
Building on the previous section, this chapter will provide a conceptual understanding of FP, 
addressing its history and highlighting the link to women’s bodies and gender norms. 
Recognizing the width and multiple dimensions of SRH, this section aims to provide an 
insight to the area by emphasizing its relevance to understand the role and responsibility taken 
by women and men.  
3.1 Population Control 
In the realm of SRH, women have remained the main concern even though the approach and 
the focus have looked different over time. Prior to the International Conference on Population 
and Development (ICPD) in Cairo in 1994, focus had been directed on how to control and 
limit population growth (Germain et al. 2015; Lane, 1994). Targeting women’s fertility 
through a top-down approach was inspired by Malthusian ideas that extreme fertility and 
household poverty is the result of careless couples (Crook, 1996; Hartmann, 1995). Thus, 
persuading couples to have fewer children was a way to curb rapid population growth 
(Hartmann, 1995). However, Hartmann (1995) argues that this idea assumes that everyone 
has similar preconditions and goals while facing the same set of reproductive choices, which 
simplifies the reality and treats people living in poverty as a homogenous group. It also 
focuses on symptoms rather than impeding structures that undermines people’s abilities in 
society (Hartmann, 1995). In contrast to this approach, states adopted the definition of SRH 
brought forth through the Programme of Action (POA) at the ICPD (UNFPA, 2014). 
Adopting the concept of SRH shifted the focus of fertility and reproductive health (RH) to 
women through a rights-based approach (Hartmann, 1994; Lane, 1994; Hadi, 2017). The 
global community thereby recognized socio-political and economic factors that significantly 
affect the fertility and RH of women (Lane, 1994). States agreed that women and girls’ access 
to education and FP services were essential building blocks for development and to alleviate 
poverty (Hadi, 2017). Authors have found that having access to FP services has helped to 
increase human capital for women and is associated to poverty reduction in low-income 
settings (Starbird et al. 2016; UNFPA, 2012). Thus, women’s SRH is considered the means 
and the end in achieving a stable population growth, where women, through a rights-based 
approach, are given the ability to make an informed choice and meet their desired family 
goals. This approach has come to mirror the continuous work and targets taken on a global 
level (Hadi, 2017).  
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Although this shift has created empowering conditions for women in poverty, authors have 
addressed concerns that population issues remain linked to women’s bodies (Bertotti, 2013; 
Davis, 2017). These concerns will be raised in the following section.  
3.2 Feminization of Contraception 
It is important to look at the users of contraceptives to further understand the role and 
responsibilities of women and men. During the last 50 years, the access to and use of modern 
contraceptives has increased in low- and middle-income countries (LMICs) (Townsend et al. 
2011). Between 1970 and 2015, the use of contraceptives almost doubled worldwide from 36 
percent to 64 percent (UN, 2015). On a global scale, despite contraceptives also having been 
developed for men, contraceptives for women dominates the used among couples, with 
female sterilization and IUD at the top of the list (UN, 2015, 24). This directs attention to the 
responsibility women take in FP, which in high-income countries (HIC) has been referred to 
as the “feminization of contraception” (Davis, 2017; Kimport, 2018). The concept is used to 
explain the unequal burden placed on women to take responsibility over contraceptives, 
which reflects the inequalities prescribed to it when it becomes gendered (Davis, 2017). As 
the author highlights, this reflects a power relationship between women and men that derives 
from gender norms (ibid.). Although modern contraceptives presented an efficient method for 
couples to regulate fertility, the most common methods, such as Pills, were developed for 
women (Goldin and Katz, 2002; Davis, 2017). This marked a shift when contraceptive 
responsibility now was placed on women exclusively (Davis, 2017). Having the primary 
responsibility in preventing pregnancies is highly time consuming, which authors refers to as 
“fertility work” and “reproductive unpaid work” (Wiggington et al. 2018; Fennell, 2011; 
Bertotti, 2013). Bertotti (2013) emphasizes the burdens associated to this responsibility, 
recognizing extra time, the physicality of side effects and the stress in planning, obtaining and 
using contraceptives to prevent pregnancies. Although research is mainly focused on HIC, 
referring back to the global statistics on contraception used among couples, one could argue 
that similar responsibilities exist across other income settings.  
 
From this section, addressing the underpinnings of FP shows how women’s bodies are 
associated with FP. The gender division of FP also reflects the power relations stemming 
from gender norms and roles. Therefore, concepts regarding power, gender norms and roles 
and agency will constitute the theoretical framework as presented in the following chapter. 
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4. Theoretical framework 
The theoretical framework will be used as a lens to analyze the findings of this thesis. 
Informed by the context of the Philippines and the underpinnings of FP, the framework 
consists of concepts of power, gender norms and roles, and agency. These concepts are 
interrelated and together help explain structures and dynamics that shapes individuals’ roles 
and responsibilities. As each of the theories can be seen as a lens that allows us to interpret 
certain aspects of roles and responsibilities, each will be used to understand the nuances of the 
findings. Using this framework allows the exploring of both possibilities and constraints of 
women and men. It helps to understand that roles and responsibilities do not exist in vacuum 
but instead are shaped by structures in society. However, as theories help to address, the 
structures are dynamic, which enables us to understand the phenomenon from different 
angles. First, the aspects of power will be presented, followed by the construction of gender 
norms and roles. Finally, the idea of agency will be presented to help us reflect on 
individuals’ actions as part of their agency.  
4.1 Power 
Power can be understood as a process that acts through individuals, groups or states (Tallis, 
2012). The power implies having the ability and motivation to force a will on another person, 
group or nation and maintain that relation (Lukes, 2005). This view on power has been 
described as “power over” or “traditional power”, reflecting a dominant and a weaker actor or 
groups of actors where the dominant subject seeks to ensure compliance (Allen, 1999; Rao 
and Kellener, 2002). However, using binary terms in analyzing power dynamics simplifies the 
social reality in which the power is used and how individuals are portrayed (Tallis, 2012, 52). 
In line with this view, Tallis (2012) argues that power is not only about domination but also 
about experiencing it. This view can help to explain the different dimensions of power (Tallis, 
2012, 50).  
 
Foucault argues that power is relational and works between two actors or groups (2000). If 
one actor holds power over a topic, the other part’s power will automatically decrease (ibid.). 
While Foucault explains power as being exercised by individuals, others argue that power can 
be part of structures and not consciously exercised by specific actors or groups.  Rao and 
Kellener (2002) use “agenda power” and “hidden power” to address this view, highlighting 
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how power structures exist and are reproduced in society. On the one hand, although power 
itself is not created by individuals but rather is the result of social and cultural processes, 
individuals can use it in strengthening their own position in institutions (ibid.). On the other 
hand, while individuals can use the structural power, they are also confined to its boundaries 
(ibid.). The authors describe agenda power as the ability of actors to create and control the 
agenda of discussions, which for instance influences what topics individuals raise within 
particular settings or institutions (ibid.). Hidden power refers to such power that affects 
individuals to comply their perceptions and preferences to match social structures (ibid.). One 
could argue that these types of power are reflected in structures of gender norms and roles as 
such are formed in society but are used and reproduced by individuals. The following section 
will present gender norms and roles more in detail.  
4.2 Gender norms and roles 
As previously addressed, power fluctuates in society and involves individuals. Gender norms 
and roles work in similar ways. This section will address how gender is constructed and how 
it guides and directs women and men in society. As this section will highlight, gender norms 
and roles are not static but dynamic in the way how it is experienced and exercised by 
individuals.   
 
To explain patriarchal structures feminist theories address the importance of separating the 
biological understanding of sexes from the notion of gender (Tallis, 2012). Butler (1999) 
criticizes binary terms of gender, such as man and woman, and rejects the idea that 
masculinities and femininities are personalities that are given humans at birth. In contrast to 
the biological sex a person is born with, gender is socially constructed in society (Butler, 
1999; Tallis, 2012; Connell, 1987; Gardiner, 2005). This implies that gender is not the result 
of sexes or is permanent to it but is independent of sexes (Butler, 1999; Connell, 1987). On a 
societal level, what is associated with a specific gender is a result of a process, which is 
developed by individuals’ social practices or actions that in turn construct what is associated 
with the specific gender (Connell, 1987). This means that individuals are both creators of 
gender and what is associated with it as well as subordinated to it (ibid.). Hence, masculinities 
and femininities are continuously socially constructed and reproduced in society by 
individuals (Connell, 2012; Hasan et al. 2015). This relates to Butler (1999) arguing that 
gender should not be interpreted as a static identity or agency in which certain acts follows 
but rather as a vague identity founded in time through actions (Butler, 1990, 141). Connell 
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(1987) explains that individual practices or actions, generating the construction of gender, can 
be seen as practices in the moment. However, the room or the institution in which the practice 
is performed persists (Connell, 1987). Similarly, Butler (1988) uses the idea of 
“performativity” and argues that gender categories, such as male/female, are constructed 
through performative actions (ibid.). Performative action is the result of social consents and 
taboos that adversely result in individuals being associated to a specific gender (Butler, 1988). 
Hence, it is through such continuous practices that construct gender identities. Such identities 
are not static but are the result of continuous practices, institutionalization of attributes and 
consent among people, which create gender norms (Butler, 1988). This aligns with authors’ 
idea that the role and behavior of men and women respectively can be explained as the result 
of norms attributed to the socially identified gender the person associates the self with, which 
informs the person on how to act (Blanc, 2001; Fyall and Gazley, 2015). Looking at 
masculinities, authors argue that despite not all men comply with the masculine norms and 
roles, they are sustained because of men’s consent of it, i.e. through men’s motivation to 
support the masculinities and working to sustain such images (Connell, 1987, 299; Lusher and 
Robins, 2009). This creates a normative structure that gets rooted in society (Connell and 
Messerschmidt, 2005, 832). Furthermore, this depicts the link between gender norms and 
roles with power, highlighting how power is used to reproduce and sustain gender norms and 
roles in society where individuals are both agents and prisoners. Tallis (2012, 55-56) 
addresses that even in oppressive environments, where individuals might have some power to 
challenge the structure, this does not necessarily mean that they will do so. Instead the author 
argues that acting against oppressive power depend on individuals’ internal processes of 
consciousness and beliefs (Tallis, 2012, 55-56). This is recognized by the idea of agency that 
builds on the belief that individuals have an inherent power that they act upon, which will be 
further presented in the following section.  
 
4.3 Agency 
While the previous sections have stressed how power structures affect individuals, this section 
will explain how individuals can resist and experience such structures. This idea will help to 
understand individuals’ actions in relation to FP.  
 
While the concept of power can be applied on different levels of society, agency on the other 
hand acts on an individual level. As discussed by authors, the concept of agency can be 
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viewed as a type of power that an individual person possess and acts upon (Paul et al. 2017; 
Kabeer, 2012; Hirschmann, 2003). As explained in Paul and authors’ study (2017), it entails 
having the ability to identify and act upon different alternatives in order to reach specific 
goals.   
 
Kabeer (Kabeer, 2000) uses the concept of agency in explaining empowerment processes. The 
author addresses the role of power structures in restricting individuals from pursing their 
wellbeing and reaching their goals (2000). Kabeer (2005) argues that having power is the 
ability to make choices. So while disempowerment refers to a person being denied choices, 
empowerment refers to a process in which a person who previously was disempowered 
acquires the ability to create choices (Kabeer, 2005). Thus, empowerment entails change 
where power relations or structures are challenged (Kabeer, 2005; Kabeer, 2012). Having the 
ability to choose between different alternatives plays a central part in Kabeer’s (2005) 
reasoning. Therefore, in order for it to be considered as empowerment an individuals needs to 
have alternatives to choose between. Secondly, the alternatives not only need to exist but they 
also need to be seen to exist by the agent (Kabeer, 2005). Similarly to Rao and Kellener’s 
(2012) idea of hidden power, Kabeer (2005) argues that power structures are particularly 
effective when they are hidden and not perceived as such but instead are accepted and goes 
unquestioned. As Kabeer (2005) argues, a person’s ability to make strategic choices for own 
good can be constrained as a result of institutional bias that plays out in shape of social norms 
or gender roles. This can result in a person complying with undermining environments and 
not challenging constraining powers because to do so does not have to appear possible or can 
result in social costs for the individual (Kabeer, 2005). Such fundamental structures might be 
indoctrinated in society, which forces individuals within it to accept them (Kabeer, 2005, 14). 
Therefore, because of prevailing rules being indoctrinated in society, it affects individuals’ 
choices as well as their ability to act upon their available choices (Kabeer, 2000). Similarly, 
Hirschmann (2003) draws attention to the importance of using a gender lens on the freedom 
to choose. By considering how the choosing agent is created and shaped within the context, 
such circumstances have the ability to form and color the agent’s choices (Hirschmann, 
2003). Therefore, agency is the power an individual possess but since the individual is part of 
society where power structures prevail, such as norms and roles, the choices individuals have 
and see are shaped by such structures.  
 
			 16	
The theoretical framework presented will be used as a gender lens to shed light on power 
structures existing through gender norms and roles that are mirrored in society and reflected 
in individuals’ actions, which adversely affect women and men (Gardiner, 2005). The theories 
presented are guided by a feminist standpoint in understanding the phenomenon of roles and 
responsibilities. This means that how the world is observed is based on the point the 
individual who describes it stands, which shapes what the person is able to see (Coltrane, 
1989). Such standpoint reflects a person’s interests or can be used to understand a person’s 
engagement in matters (Harding, 1987). This way of interpreting the world can tell much 
about how gender differences and inequalities are created and maintained (Coltrane, 1989). 
The following chapter will go deeper in the standpoint of this thesis and will present the 
methods used in conducting this study.  
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5. Methodology 
This chapter presents the methodology used to conduct this thesis.   
5.1 Research design  
This thesis is guided by a constructivist ontological standpoint as it corresponds to my view 
on knowledge as being constructed by the observer, meaning that it differs between 
individuals and time (Moses and Knutsen, 2012, 169). Hence, in trying to understand the role 
and responsibility of women and men, I will only be able to grasp the informants’ subjective 
perceptions of it. Additionally, this thesis is guided by an interpretavist epistemological 
standpoint. I believe that the way the phenomenon is grasped is not only constructed by the 
informant but also interpreted by me as a researcher (Hammet et al. 2014). Therefore, I 
acknowledge that my previous knowledge, background and experience can have influenced 
the knowledge produced (Hammet et al. 2014). Because of this, one could argue that the 
findings are co-produced by the informants and myself, which is why a section of 
positionality, reflexivity and power has been developed and will be presented later in this 
chapter (Funder, 2005). Therefore, to have proper knowledge of the context and of the 
individuals participating is crucial when collecting and analyzing such data (ibid). All these 
aspects have guided the methodology taken throughout this thesis and will be presented in 
detail in the following sections.  
 
Guided by a qualitative research strategy, this thesis was conducted using qualitative research 
methods and analysis. To enhance understanding of the role and responsibility on concerning 
FP, qualitative research methods were particularly useful as it enabled me to investigate the 
perceptions and attitudes of women and men (Bryman, 2012; Scheyvens, 2014). Through this 
approach, informants were able to freely describe their subjective view on roles and 
responsibilities concerning FP. Focus was given to the informants’ language and use of 
words, which made the foundation to understand the phenomenon (Moses and Knutsen, 2012; 
Bryman, 2012). Guided by a constructivist way of understanding the social world, this thesis 
was centered on the perspectives raised by the informants of this study. Their views and ideas 
forms the main ground for this thesis. In line with the ontological and epistemological 
standpoints, this thesis follows an inductive approach generating and contributing to theory 
(Bryman, 2012, 111).  
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This thesis uses a descriptive single holistic case study design, which allows for a detailed 
understanding of the role and responsibility of women and men concerning FP (Yin, 2009). 
This design is very context specific since it helps to describe the phenomenon in the real-life 
setting where it takes place (Yin, 2003; Baxter and Jack, 2008). The case and the unit of 
analysis of this thesis represent the role and responsibility of women and men on matters 
related to FP and contraceptives. To understand the role and responsibility, it was particularly 
important to incorporate the views of both women and men as they both can shed light on the 
role and responsibility taken within heterosexual couples, which could give a more nuanced 
understanding of it (Baxter and Jack, 2008; Flybjerg, 2006). If only women would be 
interviewed, only their perspective of the phenomenon would be incorporated and could thus 
make a more incomplete understanding of the phenomenon (Dumez, 2015). As such, the 
interviews constitute the primary source of data constructing the case of the thesis and will 
play the main part in the analysis. Additionally, a literature review was conducted to inform 
me in the process of developing the research focus, identifying the research gap, as well as to 
contextualize the case itself in finding key concepts (Hammet et al. 2014). Lubsearch and 
Google Scholar were the main search engines used to find peer-reviewed, scientific articles. 
Various keywords and combinations of keywords related to FP and SRH were used to find 
relevant articles. Even though some authors argue that using more data sources is the 
trademark of case studies as it provides a deeper insight on the phenomenon, the decision to 
focus primarily on the perspectives of women and men was deliberate as it aligns with the 
purpose of this thesis, i.e. the subjective perspective of women and men (Yin, 2014; Baxter 
and Jack, 2008).  
5.4 Sampling and Data Collection  
The data of this thesis was collected in Bagumbong and Batasan Hills, which are two urban 
communities in Metro Manila. Metro Manila constitutes of 17 cities surrounding the capital 
and represents the most densely populated urban area in the Philippines (PSA, 2016; NEDA, 
2011). Because of the high influx of domestic migrants, the pressure on housing and tenure 
has increased and in turn created large informal settlements across Metro Manila, including in 
Bagumbong and Batasan Hills (Morin et al. 2016; Almaden and Navarro, 2016; Lara et al. 
2017). Batasan Hills is one of the Barangays (municipalities) with the largest informal 
settlements in Quezon City and Bagumbong in Kalookan City is also characterized by high 
numbers of informal settlers (Cabalfin, 2014, 159; Cruz, 2010). In the Philippines, informal 
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settlements refers to individuals who without formal permission of the land owner has 
constructed houses that does not follow local guidelines, regulations and plans for building 
(Reyes et al. 2012). Even though not all informal settlers are income poor, informal 
settlements are often associated with overcrowded neighborhoods, insufficient housing 
standard, and inadequate access to safe water and sanitation (Ballesteros, 2010). Informal 
settlements are also characterized with poverty (Ballesteros, 2010; Chikiamco and Fabella, 
2011; Choi, 2016). Approximately 32 percent of informal settlers are living in poverty with an 
income of less than 20 000 Philippine Pesos (USD 400) annually per capita and 12 percent 
lives in extreme poverty with less than 1.25 USD per day (Ballesteros, 2010). In Bagumbong 
and Batasan Hills a large number of households are income poor and enrolled in the national 
cash transfer program 1(4Ps).  
 
In order to gain access to women and men in poor urban communities, various gatekeepers 
were initially contacted (Bryman, 2012). After contacting the Women’s Global Network for 
Reproductive Rights, I was further introduced to their local partner, Woman Health, which in 
turn was engaged with local community organizations in Metro Manila. Bagumbong and 
Batasan Hills were selected as data collection sites because of their geographical location, the 
local staff being able to assist me in the field, and due to the majority of the inhabitants being 
poor urban settlers. The informants of this thesis were identified using a mix of purposive and 
snowball sampling strategies (Bryman, 2012, 418). In line with the purpose of this thesis, 
heterosexual women and men between 18-49 years of age, residing in poor urban settlements 
were searched for. In Batasan Hills, the local community workers were informed of the 
criteria and could therefore make contact with suitable informants before I entered the field. 
In Bagumbong, the local community worker introduced me to one informant who in turn 
helped me identify the next informant fitting into the criteria and so on. Because of the sample 
being developed through social contacts, the strategy did not provide a representative 
selection of informants (Bryman, 2012). However, in line with the purpose of this thesis, the 
sampling strategy was suitable to explore the role and responsibility of women and men.   
 
In total 16 informants were interviewed, of which 9 were women and 7 were men. Due to 
convenience for the informants, the majority of the interviews were conducted in the homes 
of the informants. In Batasan Hills, one interview was conducted at the Barangay station and 																																																								1	Luisa	Lentejas	at	Woman	Health,	Interview	February	7.		
			 20	
two at the local organization’s daycare center. Because of the sensitivity of the research topic, 
all informants are kept anonymous and been given a pseudonym for this thesis. When 
referring to an informant, their changed name is used.  
 
Table 2 shows a detailed description of the informants. As seen in the table, there are 
variations in age, marital status, number of children, and contraceptive methods. To note, the 
majority of the female informants were housewives. While the majority of the informants 
were in a stable relationship, two informants were single but were engaged in sexual 
relationships. The latter were included in the data because of their ability to shed light on their 
view on contraceptives as well as on their role and responsibility over it. Additionally, Angel 
and Sean were married to each other. They were both individually interviewed and their 
views were treated as the rest of the data.  
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Interview  Name Sex Age Marital 
status 
Nr of 
children 
Place of 
residency 
Occupation Contraceptive 
1 Ofelia F 30 Married 2 Batasan 
Hills 
Housewife Traditional 
methods 
2 Christine F 33 Stable 
partner 
5 Batasan 
Hills 
Laundry worker Injectables 
3 Maria F 43 Married 5 Batasan 
Hills 
Housewife Female 
sterilization 
4 Sandra F 24 Married 2 Batasan 
Hills 
Sales assistant IUD 
5 Ryan M 38 Stable 
partner 
3 Batasan 
Hills 
Chef Calendar 
method 
6 Patricio M 42 Girlfrien
d 
1 Batasan 
Hills 
Restaurant/dining Condoms and 
withdrawals  
7 Michael M 26 Stable 
partner 
1 Batasan 
Hills 
Construction 
work, plumber 
Pills 
8 Rodrigo M 25 Single 0 Batasan 
Hills 
Freelancing artist Condoms and 
withdrawals  
9 Raymon
d 
M 23 Single 0 Batasan 
Hills 
Window cleaning 
and tattoo artist 
Withdrawals 
10 Angel F 32 Married 2 Bagumbong Housewife Withdrawals 
11 Sean M 33 Married 2 Bagumbong Factory worker Withdrawals 
12 Alex F 29 Stable 
partner 
3 Bagumbong Housewife IUD 
13 Luisa F 26 Married 1 Bagumbong Health worker None2 
14 David M 22 Stable 
partner 
1 Bagumbong Delivery helper Injectables 
15 Michelle F 38 Stable 
partner 
3 Bagumbong Housewife Injectables 
16 Joanna F 37 Married 5 Bagumbong Housewife Injectables 
Table 2. Description of informants.  
 																																																								2	Luisa	was	trying	to	get	pregnant.		
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The data was collected during three Sundays between January and February 2018. The 
fieldwork was conducted during Sundays because for many it was the only day of the week 
the informants’ were free from work and other chores. Even though the official language in 
the Philippines is English, not everyone is fluent. To enable the informants to express their 
thoughts and opinions, I used an interpreter who could translate from Tagalog to English 
during the interviews. I used a different interpreter for each Sunday. The interpreters were 
either students or were newly graduated from university with experience from conducting 
interviews in similar settings before. There is a risk with using non-professional interpreters, 
as they might not be fully able to translate the interviews correctly or specifically. However, 
these risks were minimized as they were all bilinguals, had read the interview guide prior to 
the sessions, and were well informed on the research topic. Because of the use of interpreters, 
the data of this thesis is paraphrased, which could have influenced the analysis.  
 
In order to explore the role and responsibility of women and men on matters related to 
contraceptives and FP, semi-structured interviews were conducted using the interview guide 
in Appendix A. The qualitative interview method was suitable because while it focuses on 
specified themes, it gave room for the informant to develop her/his views, which enabled an 
in-depth understanding of the interviewee’s social world (May, 2011). The structure also 
allowed flexibility in moving away from the interview guide to explore topics raised by the 
informant, i.e. to follow up on topics, asking sub-question to clarify or encourage the 
informant to elaborate the answer (Bryman, 2012, 471; May, 2011). An interview guide was 
developed that covered specific topics related to the research questions. The wording and the 
order of the questions posed were formulated to suit the female and male informants 
(Bryman, 2012, 471-473). Social characteristics were collected from each informant that 
included their name, age, gender, employment, children, marital status and contraceptive use, 
which was useful information when contextualizing the data (Bryman, 2012, 473). As I did 
not conduct any pilot interviews, the first interviews and encounter with the communities 
helped me to familiarize myself with the community and adapt the questions (Bryman, 2012, 
473).  
 
With oral and written consent (see Appendix C), all interviews were audio recorded and 
transcribed. Not having to think about the audio recording helped me to be fully present 
during the interviews and to pose relevant follow-up questions that gave meaningful answers 
(Bryman, 2012, 475). The recordings and the transcriptions helped me capturinging the whole 
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interview and to examine the words and meanings expressed by the informants (Bryman, 
2012, 482). The transcripts were made in Word and were properly stored to ensure the 
informants’ anonymity. By manually transcribing the data, I was able to refresh my memory 
on the interviews. Data saturation was achieved when no new themes were raised and 
emerged during the data collection (Grady, 1998; Saunders et al. 2017). 
5.5 Data analysis 
The primary sources of data are interviews and transcriptions. When the transcribing was 
done, I read through the material several times to get more familiar with the findings. The 
transcripts were coded through a two-step way using Nvivo and Excel. The Values Coding 
Method guided the first round of coding. This coding strategy focuses on understanding the 
informants’ values, attitudes and beliefs (Saldana, 2009, 89). The method is based on a careful 
coding analysis of transcripts where the informants’ ideas of oneself, someone else, 
something or a general belief are explored (ibid.). Through this approach I was able to go in-
depth in understanding their view on matters concerning women’s and men’s role and 
responsibilities on FP. This method was also useful to understand how roles and 
responsibilities are rooted in gender norms and roles and helped to understand the agency of 
individuals. The method helped to filter the findings to focus on matters related to the purpose 
of the thesis.  
 
Words or longer sentences in the transcripts were coded based on whether it was a) an 
attitude: the way the person thinks and feels about something, someone or oneself, which are 
affective reactions on matters based on beliefs, b) a value: how something, someone, or 
oneself is given an importance, or c) a belief: which is part of a system that involves both 
values and attitudes but also “personal knowledge, experiences, opinions, prejudices, morals, 
and other interpretative perceptions of the social world” (Saldana, 2009, 90). In coding 
attitudes, the codes were centered on how the informant used the self to explain the statement 
in which most attributes circulated on the use of “I”, referring to a person’s own experiences, 
thoughts, and feelings. To be coded as a belief, the informant had expressed a general belief 
she/he had. Finally, a value was coded when the informant emphasized the value of 
something or a person for the informant her/himself.  
 
Nvivo was used for the coding process. Each interview transcript (N=16) was entered and 
classified by sex (M/F). Each transcript was coded manually where the informants’ answers 
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were coded based on Values (V), Beliefs (B) and Attitude (A). While some of the codes were 
unique, meaning that only one person had expressed such opinion, other codes were 
represented by several informants. After controlling that all codes were made correctly, in line 
with the criteria for the Values coding, the codes were divided into three categories: values, 
attitudes and beliefs.  
 
By using Excel, the second round of coding was conducted. The codes within each category 
were grouped into larger themes. Similar codes such as “Trust in natural methods” and “Trust 
using method” were merged together due to similar content. While this method helped larger 
themes and patterns to emerge, it also enabled a process making sense and meaning of the 
data (Saldana, 2009). Thus, the coding process enabled exploratory understanding of the 
findings that enabled to conduct a rich analysis based on linkages rooted in the data (Saldana, 
2009).  
 
The strategy of the data analysis placed the perspectives of the informants in the center of the 
analysis. The theoretical framework was then used to explain and make sense of the findings. 
Therefore, the analysis goes in line with my constructivist standpoint. Also, the coding 
process builds on an interpretavist way of making sense of data as it builds on how the 
informant interprets her/his understanding of roles and responsibilities and by me as the 
researcher, interpreting the finding and coding it.  
5.6 Ethics, Positionality, Reflexivity and Power 
Collecting primary and sensitive data through interviews with female and male informants in 
poor urban settlements required various ethical considerations to make sure that the 
informants were respected and protected from harm during the whole data collection process 
(Ragin and Amoroso, 2011, 89).  
 
Each informant was given a short oral introduction to the thesis, where I highlighted why I 
wanted to incorporate their views, and how I planned to use their shared reflections (Bryman, 
2012, 138). During my introduction I strongly emphasized the ethical principles that guided 
me. These were principles such as informed consent to participate and for audio recording 
(both written and oral), participation is completely voluntary, the freedom to stop the 
interview at any point, to decide not to answer any particular question, and ensuring the 
informants’ anonymity. All these principles were integrated in the interview because of the 
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sensitivity on the matter and my intentions to create a safe environment for the interviewees 
(Hammet et al. 2014). Even though qualitative interviews are structured to shift the power 
structure, giving more room and ability for the interviewee to direct the interview, I am aware 
of the power that still exist with me in the room (England, 1994; Sultana, 2007). As pointed 
out by England (1994), to avoid exploiting informants on information for own purposes, I 
tried to assure these ethical guidelines to respect the integrity of the informants. For instance, 
this was done by informing the ethical guidelines and asking the interpreters to sign a 
confidentiality form prior to the interviews, and being present and alert so signs and body 
language expressing insecurities were highlighted. The informants’ written consent was 
collected prior to the interviews. 
 
As the findings of this thesis are based on interviews through personal encounters with 
informants from low-income settings, it is of great importance to acknowledge the 
asymmetrical power inherent to this type of research and discuss reflexivity and positionality 
(England, 1994; Funder, 2005; Scheyvens, 2014). Thus, the following section will raise 
concerns related to the role and background of me as a researcher and the power dynamic that 
exists.  
 
Being a female white student from a European country and conducting research as an outsider 
in a poor urban community there are asymmetrical power relations and privileges to take into 
account (England, 1994; Funder, 2005). Despite the informants’ consent to be interviewed it 
is important to note that consent might have been given because of my characteristics and not 
entirely because of their own interest. Interviewing on informants’ day off implies imposing 
on their limited free time to participate in something that does not give anything particular in 
return. This reflects the unequal power relations that exist between the informants and me as a 
researcher. Being reflexive guided me during the research process. For instance, conducting 
semi-structured interviews was a conscious choice as it allows the interviewee to decide what 
to share, which can be seen as shifting power to the informant (England, 1994). For me, I 
wanted to avoid exploiting the informants for information and instead focus on collecting 
good data (Hammet et al. 2014). Guided by feminist research strategies (England, 1994) I 
adopted a supplicant role during the interviews, meaning that in trying to build rapport with 
the informants it was important for me to be respectful to the informants’ stories, and to listen 
patiently and stay alert for them. Through this approach, my aim was to address the unequal 
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power relationship associated with this type of research. Additionally, this strategy also 
helped me to approach the data and to understand the informants’ perspectives better. 
 
One cannot deny that my background is different from the informants’ and that such can 
make it difficult for me to relate to and truly understand the complexity of their reality 
(Sultana, 2007).  However as Sultana (2007) addresses, the knowledge gained through 
research processes is the result of the context, power relationships and the positionality the 
researcher undertakes to gain knowledge. This implies that the findings are partial, directing 
attention to how the knowledge is created as the result of the context and relationship of the 
researcher and the informant (ibid.). Adding to that, representation and its impact is also 
relevant in this discussion (Ragin and Amoroso, 2011). While sampling strategies influences 
which voices and perspectives are represented in the study, the way that findings are 
presented lies with the researcher, which again directs attention to the asymmetrical power 
over research (Ragin and Amoroso, 2011). However, to involve marginalized individuals, 
who’s perspectives are rarely represented or mainstreamed, is a way in giving a voice to them 
and improve the representation of them as a group (Ragin and Amoroso, 2011).  
5.7 Trustworthiness  
This section discusses the trustworthiness of this thesis. The four criteria that constitute 
trustworthiness help to assess the quality of qualitative research (Bryman, 2012, 390).  
Applying the credibility criterion of trustworthiness, this thesis shows both strength and 
weakness. In terms of conducting the research in accordance of good practice this thesis has 
applied various ethical considerations throughout the research process. Due to lack of time 
and resources, a member validation was not conducted, which otherwise could have helped 
ensure the findings were interpreted and understood correctly (Bryman, 2012, 390). Hence, 
the credibility of the findings can be questioned to some extent. However, through data 
analysis similar ideas were found across informants’ answers, which could be seen as a type 
of triangulation that confirms and strengthens the findings.  
 
As a qualitative study, the transferability of the findings of this thesis is low, especially since 
the findings are based on a small sample restricted to two specific geographical areas and time 
when it was conducted. It is also crucial to take into account how the researcher- informant 
relation shapes the findings and therefore could not be transferred (Scheyvens, 2014; Sultana, 
2007).  
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In terms of the dependability criterion, the findings of this thesis has not been audited by 
peers, which otherwise would have justified the analysis of it (Bryman, 2012, 393). However, 
the methodological discussion has been developed to, in a transparent manner, shed light on 
the whole research process, which could help to justify the findings of this thesis.  
 
Finally, to meet the criterion of confirmability is of particular importance as it helps to 
demonstrate that the findings derive from the informants and not from own biases (Shenton, 
2004; Bryman, 2012). To strengthen the confirmability criterion of the findings, the 
informants’ own words have remained in focus throughout each step of the research process. 
The perspectives raised in the analysis emerged from the Values coding that initially was 
conducted. While this coding method helped to highlight the informants’ values, attitudes and 
beliefs, it also formed the basis for the second round of coding in which the theoretical 
framework helped to explain the findings through the themes that had emerged from the first 
round of coding. Also throughout the analysis, rich quotes have been used to exemplify and 
discuss the findings, which also has helped to demonstrate how the interpretations of the 
findings and the conclusions were made (Cope, 2014).   
5.8 Limitations  
Before presenting the findings and analysis of this thesis, a few limitations need to be 
addressed. The limitations of this thesis relates to the sample and the sampling strategy as 
well as the language barrier during the data collection.  
 
There are issues of selection bias and representativeness with purposive and snowball 
methods (Bryman, 2012; Creswell, 2012). The two data collection sites were chosen because 
of safety, the availability of local personnel in assisting, and the convenience in reaching 
them. Even though the two areas were relevant for the purpose of this thesis, the findings 
might have looked different if data had been collected in other areas. Second, using a local 
organization to find informants could also be a risk for sampling bias and representativeness. 
Guided by the inclusion criteria, the organization found potential informants that they found 
eligible for the purpose of the thesis. Therefore, there is a risk that the informants found had 
some previous connection to the organization, i.e. being involved or knowing the personnel. 
Hence, individuals without contact to the organization might not have been reached and 
therefore excluded from participating in the study. This raises concerns of which voices were 
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not included in this thesis (Ragin and Amoroso, 2011). Correspondingly, being informed 
about the purpose of the thesis, the informants who participated could have been individuals 
who found it easy to talk about SRH, which in turn could imply that the sample is not 
representative of the range of individuals. Despite this, by looking at the findings and the 
different perspectives raised addresses the diversity of the sample.  
 
The second limitation of this thesis concerns the language barrier. Not being able to use the 
same language to communicate with the informants and instead having to use an interpreter to 
understand the role and responsibility of women and men on matters related to contraceptives 
and FP is a clear limitation of this thesis. Despite the interpreters’ skills in translating the 
interviews, the depth of the perspectives of the informants might have been lost because of the 
interview methods (Hammet et al. 2014, 151). Even though all interpreters were introduced to 
the topic and was familiar with the interview guide it is questionable if the nuances of the 
informants’ language were captured. Thus, because of the paraphrased data, it also affects the 
result of the analysis. 
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6. Findings and Analysis 
Based on the interviews with the informants, this chapter presents the main findings and 
analysis of this thesis. The theoretical framework is applied and continuously used throughout 
the chapter to further understand the informants’ roles and responsibilities on matters 
concerning FP.  
6.1 A Woman’s Body, a Woman’s Concern 
In understanding the role and responsibility of women and men, the following section is 
centered on women’s role on matters to FP. The findings are discussed by using perspectives 
on gender norms and roles.  
 
The majority of the informants address that being a woman and a mother entails a range of 
responsibilities, which also creates the ground for a woman’s role in matters related to FP and 
contraceptives. Rooted in the biological possessions that the female body pertains, 
specifically referring to women’s ability to give birth, informants address the responsibilities 
assigned to women in controlling and limiting childbirth. As addressed by male informants, 
Sean argues: “[….] we’re not really interested in it [contraceptives]…because men don't 
really talk about it cause men don't get pregnant”. By using ‘we’, Sean emphasizes his belief 
that men are not interested in matters to contraceptives simply because men are not the ones 
bearing the child. By saying this, Sean makes a clear distinction between men and women. 
Because of a woman’s ability to get pregnant, Sean believes that talking about controlling and 
limiting childbirth is seen as a matter for women only. Similarly, Luisa addresses the role and 
responsibility assigned to her by her partner: “Based on my experiences like my husband 
don't go with me [to the healthcare center]. He tells me that it should be me who is going 
there because it is [contraceptives services] for me and I’m the woman”. Luisa’s experience, 
shed light on the responsibilities assigned to women because of their biological sex. Despite 
the ability to give birth it poses questions to why controlling childbirth should only be the 
responsibility of women? Especially since a woman is not born with an intrinsic responsibility 
of making sure to control matters to contraceptives. Even though women are assigned and 
take responsibility over contraceptive matters, it does not instinctively mean that women 
chose this responsibility but that it was given to them because of their gender. To understand 
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women’s role and responsibility better, the following paragraph will apply perspectives on 
gender norms and roles.  
 
The belief and experience shared by informants that women should bear the main 
responsibility over contraceptives directs attention to a social construction of the female 
gender, which in turn has formed an identity women and men identify and associate women 
with. Not only does the constructed role direct women on what to do and what is expected of 
them but it also reflects what is associated to being a woman. As a result of all female 
informants taking the main responsibility and the majority of the male informants affirming it, 
one can argue that such responsibility is constructed as part of the female gender identity. By 
taking responsibility over contraceptives, women give their consent to the female identity. As 
a result, women become creators of the gender role and what is associated with it while being 
subordinated to the role given to them. The constructed female gender thus guides women on 
what to do and what is expected of them.   
 
While women’s actions, taking responsibility over matters related to contraceptives, can be 
explained by gender norms and roles guiding them on what to do, it raises questions on men’s 
behavior and role in the matter. The following paragraph applies the idea of ‘power over’. To 
understand men’s belief that women should bear the main responsibility over contraceptives, 
can be discussed as a way of men using ‘power over’ women. Being absent in matters to 
contraceptives can be argued as the motivation among men to assume women to take the main 
responsibility over contraceptive matters. Assigning such responsibility can be argued as men 
forcing women to take responsibility over it and thereby holds ‘power over’ women. In line 
with this, having women taking the main responsibility in controlling contraceptive matters 
could be argued as the result of women accepting their weaker role. Using this idea of power 
implies a stronger (man) and a weaker (woman) actor. However, this way of analyzing the 
role and responsibility over contraceptives gets skewed and fails to capture the different types 
of power fluctuating and influencing the individuals within it (Tallis, 2012). A closer look on 
the matter helps to address other interesting aspects of power. By zooming out from binary 
actors of power to focus on how individuals and groups are resisting and experiencing power 
can help provide us with a more nuanced understanding of the role and responsibility of 
women and men. Thus, the following section will use the other concepts of power part of the 
theoretical framework to shed light on power dynamics that exists within institutions and that 
in turn affects individuals within it.  
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6.2 Women’s Control and Fertility Work 
Having the main responsibility over contraceptives implies various tasks. The following 
section addresses the women’s experiences and problems associated with having this role and 
responsibilities and how we can understand it using perspectives of gender norms and roles, 
agency, and power.  
 
The majority of the female informants use modern contraceptives (N=6), which involves 
injecting, taking or correcting something with the female body. This requires regular visits to 
healthcare centers. To ensure the effectiveness of the modern contraceptives, many require 
continuous action. So, despite contraceptives are accessed for free, the majority of the female 
informants address problems and concerns related to obtaining the contraceptives. While 
some raise problems with regulations at healthcare centers that urge women to be a jour with, 
others raise problems with stocks.  
 
So for me it is hard [to access] because usually they run out of stock so I have to be there 
[healthcare center] early to get the contraceptives. If I’m late I have to buy. There is a 
quota on how many people can get [contraceptives]. So, usually I go there very early to 
get the contraceptives (Christine).  
 
Having the main responsibility on contraceptives requires women to be proactive. As 
Christine stresses, having the responsibility over contraceptives also means making sure to 
avail it. Because of the risk for running out of stock, many of the female informants has to 
make sure to be at the healthcare center in time to avail the free ones or else women have to 
buy. Because of the practices associated with the responsibility over contraceptive matters, 
women find different ways to respond to it.  
 
I was supposed to go back on the 7th for my other dose but then it’s already the 11th and I 
haven’t gone back because I’m experiencing some side effects, like my tummy’s growing. 
And since my husband isn’t here anyway, I decided it’s ok to stop for now […] (Joanna). 
 
Having the main responsibility over contraceptives gives Joanna control over it. She is the 
one deciding whether it is good for her and whether to stop using it. Having the control over 
contraceptive matters enable women, like Joanna, to make strategic choices to enhance own 
health. Similarly, Alex explains why she chose IUD as contraceptive method: “Most 
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specifically it’s what I use because I don’t have to think if I have taken the pill, there’s 
nothing I have to intake. So it’s already there and I don’t have to think about it anymore”. To 
opt for an IUD can be argued to be a strategic choice taken to ease the burden women in 
general experience in having the main responsibility over matters on contraceptives. As Alex 
explains, since the IUD is already there, she does not have to think about it or to regularly 
visit the healthcare center.  
 
Having the control over contraceptive matters is also associated with seeking information 
about the different contraceptive methods available. Since most modern contraceptives affect 
women’s bodies, many female informants express a worry for side effects. This is noted in 
how the majority of the female informants constantly seek information, support, experience 
and advice from healthcare personnel and close female friends and family members. For 
instance, Joanna explains: “[…] it gives you a relief that you can actually talk to them 
[friends] about it [contraceptives] […]. We usually just talk about what they use, what I use, 
what are the effects for them and the advantages and the disadvantages of what we use”. To 
seek information and experiences from professionals and other women gives Joanna and other 
female informants comfort while it increases their knowledge on different contraceptives. 
Thus, it becomes an important source of information and support for the female informants.  
 
Having the women’s experiences in mind, one could argue that the inherited responsibilities 
urge women to be proactive, gives them control, and encourage them to seek information on 
contraception. Having this control can be argued as a form of individual power women 
possess, which enable them to stop using it and to look for better alternatives. Kabeer’s 
(2000) concept of agency can be used to describe how this role and responsibility is a form of 
individual power. Individual power lies on the agency of a person, being able to identify 
alternatives and make a choice that will help the person reach own goals. To see 
contraceptives as alternatives for women, we could use this concept to discuss women’s 
individual power and agency. Having the sphere of control over contraceptives enables 
women to use their individual power to pursue the wellbeing of themselves. In fact, it can be 
argued as women are using or acting on their agency when they are a) being proactive: by 
continuously being a jour with regulations and avoiding lines at the healthcare center, b) in 
deciding when to stop and switch contraceptive method: to opt for an IUD as it reduces 
burdens, and c) in seeking support and information: to continuously be updated on 
contraceptive methods and effects. Thus, the control in being able to choose between 
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contraceptive methods to achieve wellbeing is a form of power the women possess and use 
strategically. However, this power cannot be mistaken for an empowerment process since 
such implies that power structures are challenged. In this case, women are alone in dealing 
with contraceptives and their role in it is taken for granted. Even though they are able to 
pursue their own health and wellbeing in choosing a contraceptive that fit their needs, one 
cannot say that women are empowered in this matter. On the contrary, women act upon the 
alternatives they perceive but the choices they have are part of a power structure. Women’s 
responsibilities or choices are shaped within the structure that colors their actions. Thus, 
choosing this or that contraceptive does not challenge the overarching power structure but 
aligns to it. In fact, women’s continuous engagement in contraceptive matters: visiting 
healthcare centers, obtaining contraceptives, making sure to be there in time to avail it for 
free, seeking information from personnel and friends etc., can be argued as performative 
actions. Performing these actions can be explained as the result and the continuous process of 
women giving their consent to the norms and roles inherited to them as being women. 
Through the actions, the women themselves create the female gender and the traits or the 
responsibilities associated with it. Knowing what is expected of a woman makes women 
subordinated to the norms and role associated with the female gender. Thus, the choices 
women make are institutionally biased, created within the structure itself.  
 
Kabeer (2005) highlights that individuals complying with undermining societies can be the 
result of institutional bias, which are played out through norms and roles. Being a woman in 
this context is associated with a number of gender roles and norms, which in turn assigns 
women with a number of responsibilities. Women comply with the role associated to their 
gender and take the responsibilities necessary to make sure the couples have a suitable 
contraceptive method. By choosing one contraceptive over the other can thus be understood 
as a woman’s power and ability to choose a better alternative for her own wellbeing. But to 
make a strategic choice that would challenge the power structure the woman belongs to would 
be something else. Hence, one could argue that women’s choices are biased and constrained 
to the institution in which they live. Because gender norms and roles are indoctrinated in 
society, women have accepted them without questioning them. To question them would most 
certainly be associated with social cost or might not even be possible because the role and 
responsibilities of women has become the normality. Instead the female informants comply 
with their role as being the one with the main responsibility over matter to contraceptives.  
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6.3 The Power Dynamic Over Contraceptives 
Gender norms and roles can be used to understand the role and responsibility women take on 
matters to FP. By applying the perspectives on power helps to dig deeper in understanding the 
involvement of women and men.  
 
Both female and male informants highlight that work hinder men from being able to 
accompany their partners to the healthcare center. Correspondingly, Sean informs: “The 
healthcare center is not open on Sundays and my only break is on Sundays”. The majority of 
the female informants are housewives, directing attention to the role of the men in the 
household presumably being the main provider of the family. As a result of men’s work, 
women are left to take responsibility over FP. For instance, Luisa argues: “Mostly it is the 
women who go there [healthcare center] because usually the men are at work so it is just 
usually the women who go there […] Like he always tells me that he is busy so he can’t 
accompany me”. Men’s work is clearly a barrier for men to take responsibility in this matter. 
Interestingly, the female informants with jobs still take the main responsibility over matter 
related to contraceptives. This poses questions to why women take this responsibility. 
Applying the theoretical perspective of hidden power is useful for this discussion.  
 
Consenting to norms and roles associated with being a woman, can be discussed as the result 
of hidden power. The hidden power makes women comply with the norms and roles in taking 
the main responsibility over contraceptives. While hidden power affects women’s role and 
responsibility, one could also argue that it simultaneously affects men, who are expected to be 
absent because of work and other duties and thereby complies to norms and roles to match the 
social structure. Similarly to Luisa, Christine argues that men usually don't care which type of 
contraceptive method to use, which results in women having to take this responsibility. 
Christine explains: “With men they just don't care. They don't really have a say in it 
[contraceptive methods]. They just say ‘go ahead, go ahead!’ so it’s really the women who 
take care of their bodies and has to deal with their bodies”. Because of men’s lack of concern 
on the matter, women feel a need to take care of matters to contraceptives to make sure the 
couple uses protection. As a result of women’s role and responsibility in the matter, men’s 
role simultaneously decreases. Such dynamics can be understood using Beauvoir’s view of 
power explained by Butler (1988). With women having the main responsibility in matters to 
contraceptives, knowing of different types of contraceptives, side effects and where to obtain 
them, places them on a position with lots of power in this matter. Because of women’s role 
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and responsibility, the role and responsibility of men decreases, which includes their power 
and control in the matter. Because of women’s work and knowledge in the matter, there is no 
need for men’s involvement in it. Instead, men can rely on women’s activeness in the matter 
to make sure that the couple’s fertility goals are achieved. This directs attention to how the 
role and responsibility in matters to contraceptives is dynamic and relational, just as 
Beauvoir’s reflections on power. This means that the role and responsibility of the two 
partners is settled because of the power balance between them in this particular matter. At the 
same time, we can see both actors using the power. For instance, women having the control 
over contraceptives but still are confined to the responsibilities and men being ignorant and 
absent, using the norm to avoid responsibilities. However, this does not make men powerless 
in this matter. Maria shared with me her husband’s reaction when she told him she had 
performed a ligation (female sterilization).  
 
So my husband was ok with contraceptives but with the ligation he was not ok. At the 
hospital for the ligation I needed my husband’s signature [to perform it] but the doctor 
felt pity so they went through with it [without the signature]. My husband was angry for a 
while but now he is ok with it. He didn't like that he didn't have control.  
 
Even though it seems like women have power controlling contraceptives, by referring to their 
role and responsibility, it does not necessarily mean that they have power over it and that men 
are powerless in the question. In fact men can still have power and are involved in the matter. 
This is particularly highlighted in Maria’s story. Needing the husband’s signature to perform a 
ligation is a clear example of women not having sufficient power to independently choose 
what is best for her or act upon own matters to reach wellbeing. Adding to that, male partners 
might still be involved in some aspect of the choice or limiting the choices available for the 
women. For instance, Maria shares her experience why she decided to use Pills before 
performing the ligation.  
  
I get pregnant easily and if I didn't use Pills I would have kids right after one another. So 
pills are the best for me. For the injectable I believe that you get fatter, and that you don't 
have your period. IUD I think it is scary because it get left inside of you and with 
condoms my husband doesn't want them.   
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For Maria her choices were already limited before she opted for the pills, not only by her own 
preferences but also because she complies with her husband’s preferences. Maria is not 
unique in this case. Involving the husband in the discussion on contraceptives and FP is 
something that all female informants experience and something that male informants 
highlight. Sean explains: “Because couples usually talk about what’s better, what are the 
benefits of using it [contraceptives] so they have the same opinion on it because they usually 
talk about it”. This finding directs attention to men’s involvement on matters to contraceptives 
and FP. Even though the responsibility in obtaining the contraceptive method falls on women, 
through conversations between the partners, the couples talk about the different methods 
available and agree on a method that suits them. For instance, to use traditional contraceptive 
methods was a decision made because of the experienced side effects Angel had from using 
injectables. Having a discussion about experiences, the male partners become aware of 
women’s experiences, which one could argue is a reason for them sharing opinions on 
contraceptive methods, which Angel addresses: “The decision [to opt for traditional methods] 
was both ours because my husband understands my situation”. So even though women are the 
ones in control of obtaining and taking responsibility over contraceptives, their male partners 
are involved in the matter to some extent, referring to preferences or for concern. For 
instance, Michelle explains. “The schedule for injectable is on Tuesdays and my husband has 
to go to work so it’s usually just me who goes but he knows that I go. There are times when 
he follows it up with me, that I should go”. Because of the contraceptive method of the couple 
(injectable), and because of the working hours of the husband, Michelle alone takes the 
responsibility in visiting the healthcare center. However, because of their discussions on the 
matter, her husband is aware of the method, which makes him involved in the matter by 
following up if she has visited the healthcare center. This directs attention to the role of men 
in FP.  
6.4 Male Confidence and Vulnerability 
Previous sections have shed light and discussed women’s role and responsibilities. Despite 
female informants experience of involved and concerned husbands, incorporating the male 
informants’ perspectives, the role and responsibility of men are minimal on matters to FP and 
contraceptives. Using perspectives raised by the male informants, the following section will 
discuss men’s involvement in this matter by applying a discussion on masculine norms and 
roles.  
 
			 37	
In contrast to women, the male informants are alien to seeking support and information on 
contraceptives and FP. While some consider talking about contraceptives and FP improper 
and private, others argue that such information is invaluable to them. For instance, Patricio 
explains why he never talked to anyone about FP: “For me nothing, no one really because I 
have an idea on how to do it for FP”. Similar to Patricio, many of the male informants explain 
that they do not need to talk to anyone about FP and contraceptives, mostly because they are 
confident with their own knowledge and experiences on the matter. This raises concern to 
prevailing masculine norms that guides men on how to act and do, which they also consent to 
through their actions. To exemplify Raymond argues: “So we don't really talk about it 
[contraceptives]. I just feel like as a man it is just natural what you should do”. Similar to 
Raymond and Patricio, many of the male informants find talking about contraceptives and FP 
unnecessary as they find the knowledge about it natural for men. To know what to do when it 
comes to FP and contraceptives guides men in matters to contraceptives and FP, which makes 
such information unnecessary. This aligns with previous research on masculinities and the 
macho-culture in the Philippine, seeing men as independent and strong. Because of these 
prevailing norms and roles that enroll what being a man is referred to, one can argue that it 
guides men on how to act and behave with others on matters concerning contraceptives and 
FP, which the next paragraph exemplifies.  
 
The majority of the male informants have not visited a healthcare center or talked about SRH 
with friends. For instance, Ryan explains: “As men, I think it is different for women but for us 
men we talk about… We just joke around. We don’t talk about that [contraceptives and FP]. 
We just talk about light topics”. Not only is talking about matters to contraceptives and FP 
unnatural, but when approaching such topics men respond to it by jokes. Instead among 
Ryan’s friends they talk about light topics, avoiding topics related to FP. This could be the 
result of an agenda power that informs men on what topics are acceptable to talk about among 
their friends or in rooms for men. Because of the gender the men associate themselves with, it 
also guides them on how to act and behave, including what topics to talk about and to behave 
around other men. Because of prevailing masculine norms, makes men incapable of talking 
about topics related to contraceptives and FP. To avoid or joke it away, men comply with the 
masculine norms. This further means that their perceptions and preferences are matched and 
imprisoned within the hidden power of masculinity. Power is not created by individuals but 
rather through social and cultural processes. In this case, one could argue that men’s inability 
to talk about it is a result of men’s continuous performative actions that guides them in rooms 
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with men. Adding to that, to joke on matters related to FP could be explained to be the result 
of the taboo related to it. Thus, asking for support or for advice becomes a taboo for men, 
which results in them not being able to talk to others about it. These performative actions can 
be seen as men give their consent to the masculine norm that guides them on what to do and 
what is not accepted to do. These actions and consent continue creating the image of the man, 
being knowledgeable, independent and strong and not in need of information. Thus, the men 
become the creators by continuously consenting and shaping the masculine norm and role, 
while also being prisoners to the hidden power. Men’s inability to talk about contraceptive 
matters, except through jokes, reflects a hidden and agenda power where the masculine norms 
have been indoctrinated in society and within institutions. Complying with norms to match 
social structures is a form of hidden power that also shapes men and their actions, which 
makes them institutionally biased. To act differently could be associated with social costs or 
could be impossible as it would be questioning the self or their manhood.  
 
As a result, men exclude themselves from the services and support available. Many of the 
male informants have never visited a healthcare center for matters related to contraceptives 
and FP. The younger are unaware of which contraceptives are available, and some search for 
information online. This prevailing power structure hinder men from being able to seek 
support on matters related to contraceptives and FP or from accessing information that could 
help enhance their SRH. One could also argue that such masculine norms and roles also stops 
men from taking increased responsibility, especially since most men lack of concern to FP 
and are ignorant in the matter when being in a relationship. Because of prevailing structures, 
men distance themselves from being involved and taking more responsibility on matters to 
FP. Not only does it creates pressure and unequal burden in taking responsibilities on women 
but it also limits men’s ability to get informed and to be more responsible by taking a larger 
role in matters to their and their partners SRH. 
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7. Conclusions  
This thesis sets out to explore the role and responsibility of women and men living in poor 
urban communities on matters related to family planning (FP). The thesis was guided by the 
following research question: “How do women and men in poor urban communities describe 
their role and responsibility on matters related to family planning and how can it be 
understood using concepts of power, gender norms and roles, and agency?”. To gain insight 
on the specific phenomenon, the perspectives shared by women and men residing in two poor 
urban communities in Metro Manila constituted the primary data and were kept in focus 
throughout the thesis. During January and February of 2018, 16 women and men residing in 
Bagumbong and Batasan Hills were interviewed. Informed by previous research, a theoretical 
framework consisting of concepts of power, gender norms and roles, and agency was used as 
a lens to help explain the respective roles and responsibilities the informants described.  
 
The findings of this thesis demonstrate a gendered division in roles and responsibilities taken 
on matters concerning FP, which this thesis argues is the result of constructed gender norms 
and roles that guide women and men on how to be involved in the matter. The theoretical 
framework helped explain the complexity and the various levels of power that surrounds the 
phenomenon, which also enabled seeing women and men’s respective roles and 
responsibilities from various different angles. The following section provides a short 
summary to the main findings, addresses the links to previous research, and discusses further 
implications of this study.  
 
The women of this study take the main role and responsibilities in preventing pregnancies. As 
the majority of the informants use contraceptives developed for women it implicates 
continuous action from women. This involves seeking information, support and experience 
from healthcare professionals and friends. It also involves regular visits to the healthcare 
centers to obtain the contraceptive, which involves avoiding lines and making sure to avail it 
before they run out of stock. This corresponds to existing research from other income settings 
addressing the fertility work that falls on women to take responsibility over (Fennell, 2011; 
Wiggington, 2018). In line with existing research, having the primary role and responsibility 
in preventing pregnancies is inherited with experienced side effects and time burdens 
following the stress in planning, obtaining and using the contraceptive. In contrast to the 
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women, the majority of the men of this study are not involved in matters concerning FP. 
While a few showed a supportive role for their partners, the majority of the men did not take 
any responsibility on matters related to contraceptives by referring to their own working 
hours. The men gave the impression that men in general are unfamiliar in seeking support and 
information on FP and contraceptives. While some addressed that they found it improper or 
private to talk about, other found it unnecessary because of their confidence in own 
knowledge and experience. By applying the theoretical framework, this thesis argues that the 
gendered division in roles and responsibilities is a result of gender norms and roles that 
prevail in society and that in turn guides women and men on how to be involved in the matter. 
As a result of women’s actions to prevent pregnancies, and because of men avoiding topics 
related to FP, they also comply and give their consent to the gender norms and roles guiding 
them. This in turn means that while they are subordinated to the norms and roles associated to 
their gender, they also reproduce the norms and roles through their actions. So even though 
women have the power and control over contraceptives, the choices made to enhance the 
wellbeing of the women are shaped and constrained to the norms and role that prevails in 
society.  
 
Despite the focus of previous research relates to women’s responsibilities on contraceptive 
matters in HIC, this thesis demonstrates that similar burdens exist in other income settings. 
Even though one could argue that women in these areas have other structures that limit their 
empowerment in different spheres of society, it is important to understand how these 
responsibilities play out locally. Despite the sample size, this thesis informs the RPRH act on 
how the division of fertility work is divided among poor urban couples. Not only does it 
direct attention to the unequal burden women take in preventing pregnancies but it also 
addresses concern for men’s ability to access information and support on matters related to FP 
and contraceptives. This is of particular importance as these issues does not only harm and 
makes men vulnerable in the system, but it also creates an increased burden on women as 
bearer for the RH work. Therefore, in order to make responsible parents through the RPRH 
act, more emphasis needs to be directed on enabling men and fathers in seeking information 
and support while directing attention to minimizing the unequal burden on women and 
mothers.  
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Appendices  
Appendix A  
 
Interview guide 
 
Women and men 
 
Social characteristics 
• Age 
• Marital status 
• Number of children 
• Where do you come from?  
• Employment 
• Contraceptive use (modern or natural) 
 
Questions 1. How can people here in X access Family planning services and modern 
contraceptives? 
o What choices are there available?  
o Is it easy/difficult to access? 2. What do you think about contraceptives (modern/natural)? 3. What kinds of contraceptives are you using/have used before (modern/natural)?  
o Why did you decide to use that method? (Other options?) 4. Do you and your partner have the same opinion on contraceptives? 
§ Describe. 5. Do you think that men and women have the same opinion on contraceptives? 
o Why/How different/same?  
o What about responsibilities, who take responsibility for contraceptives? 
o How are men/women involved in contraceptive (obtaining, control)? 6. Have you ever experienced a need for contraceptives but without ability to access/or 
use it?  
o Why/how did that happen? What did you do?  7. Who do you talk about contraceptives or family planning services with? 
 8. Is contraceptive anything that you would talk about with friends, family, neighbors 
etc.?  (Why/why not?) 
o Would you share (friends, family, neighbors) what method you are using? 
(Why/why not?) 
o Would you ask someone for advice on contraceptives? (Who? Why?) 
o How would you respond if someone were asking for your advice? (Who would 
that be?)  9. What do you think the general opinion is towards contraceptives?  
o Why? 
o Is it different between different people? How? Women/women, men/men, 
older/younger?  (Why? What’s the reason?) 
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10. If you heard that someone in your community/that you know was using 
modern/natural contraceptives, how would you think about it and what would you do? 
(e.g. family member, friends, neighbor) 11. If the majority of people you know (in your community) would not support your use 
of contraceptive, what would you do?   
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Appendix B  
 
List of modern and traditional contraceptive methods used by the informants of this thesis. 
The information of the different contraceptive methods have been collected from WHO’s 
website. The reference can be found in the reference list.  
 
The Pill 
The combined oral contraceptives, or pills, are a hormonal contraceptive that women take to 
prevent ovulation. If the method is used correctly and consistently, it prevents pregnancies 
with >99%.   
 
Injectable 
The injectable is a hormonal, long-acting contraceptive method that is injected into the 
woman’s body, either through the muscle or under the skin. Because it thickens the cervical 
mucous, the injectable helps to block the sperm and egg from meeting and thus hinders 
ovulation. Women are injected with the contraceptive by a health provider, which then lasts 
for approximately three months. Among those who use it regularly, the injectable is >97 
percent effective against pregnancies.  
 
Implants 
The implant is a longer acting modern contraceptive method, which can be used for three to 
five years. The contraceptive is a rod that is placed inside the upper arm of the woman by a 
healthcare professional. The implant contains hormones, which blocks the sperm and egg 
from meeting and thus hinder ovulation. The method is very effective in preventing 
pregnancies (>99 percent).   
 
Intrauterine Contraceptive Device  
The intrauterine contraceptive Device (IUD) is a hormonal longer acting modern 
contraceptive. The IUD is a plastic device that contains copper wire that is inserted into the 
uterus by a healthcare professional. The IUD damages the sperm and in such way prevents it 
from meeting the egg. It is very effective in preventing pregnancies with >99 percent.   
 
Male Condoms 
The male condom, henceforth will be referred to as condom, is a sheaths that is put over a 
man’s erect penis, which creates a barrier that prevents the sperm to meet the egg. If used 
properly, the condom has a >98 percent effectiveness to prevent pregnancies while it also 
protects against STIs.  
 
Female sterilization and Male sterilization 
Female sterilization is a permanent contraceptive that involves a medical procedure that 
prevents the sperm to reach the eggs. It has a >99 percent effectiveness.  
 
Male sterilization is also a permanent contraceptive that entails a medical procedure that 
keeps the sperm from the semen. The method is >99 percent effective in preventing 
pregnancies.   
 
Withdrawal 
This method involves the man who withdraws the penis from the vagina before ejaculation, 
which keeps the semen away from the woman’s genitals. It is 96 percent effective against 
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pregnancies if used correctly and consistently. However, because the difficulty in timing and 
determining when to withdraw, the method is not considered very effective.   
 
Calendar method 
The calendar method involves monitoring of the menstrual cycle to calculate which days the 
woman is most fertile. To prevent a pregnancy, the couple avoids having unprotected vaginal 
sex during the 1st and the last days within the period of fertile days by either abstaining from 
sex or using a condom. Therefore, the method involves both partners and relies to a large 
extent on negotiation to prevent pregnancies. The calendar method does not require regular 
visits to a healthcare center as long as the couple knows how the method works. The method 
has 91 percent effectiveness against pregnancy if used correctly and consistently.   
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Appendix C 
Informed consent 
First of all, thank you very much for being here today. This document serves to inform you 
about the research I am doing and how I wish to involve you. My name is Katarina Lindgren 
Cortés and I am a Master’s student studying International Development and Management in 
Sweden. I am here in the Philippines to interview people regarding contraceptives. 
 
The purpose of this study is to understand what view you and the people of your community 
have on family planning services and contraceptives. For me to be able to understand your 
views, I would like to interview you. I will specifically ask questions on your opinion of 
contraceptives as well as how people around you talk about contraceptives. 
 
If you agree to the interview, it will be audio recorded and will last approximately 40 to 60 
minutes. What you share during the interview might be quoted and used in the thesis but 
without using your name. Your name, address and everything you share during the interview 
will be properly stored to keep you anonymous. The information you share will only be used 
for this thesis and will not be shared to anyone outside this study project. To participate in this 
study is completely voluntary and if you decide to be interviewed, you always have the choice 
not to answer specific questions or end the interview at anytime.  
 
By signing this document I consent to participate in this study and that I understand the 
above.  
 
Participant: 
 
 
Name, date 
 
 
 
Thank you very much for agreeing to take part in this study.  
If you have any questions about the study at any stage, please do not hesitate to contact me.  
 
Contact details 
Katarina Lindgren Cortés 
Email: ka4105co-s@student.lu.se  
 
Tagalog version 
 
KASULATAN NG MAY KAALAMAN PAHINTULOT 
 
Maraming salamat sa pagdalo. Kayo po ay inaanyayahan kong lumahok ng may kusang loob, 
sa pag-aaral o research na ito. Ang dokumentong ito ay naglalayong maipaalam sa inyo ang 
mga detalye ukol sa pag-aaral na ito. Ako po si Katarina Lindgren Cortes, isang mag-aaral 
o estudyante sa Sweden. Bilang bahagi ng aking pag-aaral para sa kursong Master sa 
International Development and Management, andito po ako upang makipagpanayam ukol sa 
contraceptives.  
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Layon ng pag-aaral na ito na intindihin o unawain ang pananaw nyo at ng inyong komunidad 
ukol sa mga family planning services o mga serbisyo para sa pagpaplano ng pamilya. 
Upang maisalarawan at maunawaan ko ang inyong pananaw, hihingin ko ang inyong 
pahintulot para sa isang panayam o interbyu. Bilang bahagi ng panayam na ito, 
magtatanong po ako ng mga partikular na katanungan upang hingin ang inyong opinyon, at 
ang opinyon ng mga tao sa inyong komunidad sa nasabing pokus ng pag-aaral na ito.  
 
Ang interbyu o panayam na ito ay magtatagal ng 40 minuto hanggang 1 oras. Ito po ay 
irerekord gamit ang isang audio recorder. Bagamat maaring mailimbag o maisulat ang inyong 
ibabahaging mga kasagutan, ang inyong mga pangalan, kasama ang iba pang personal na 
impormasyon, ay hindi ibubunyag. Bilang mananaliksik sisiguraduhin kong ang lahat ng 
mga makakalap na kasagutan, lalo na ang personal na impormasyon, ay itatago at 
pananatilihing pribado. Ang paglahok sa pag-aaral na ito ay boluntaryo o kusang loob, at 
hindi sapilitan. Hindi ninyo kinakailangang sagutin ang lahat ng katanungan. Maari din 
ninyong kanselahin o bawiin ang inyong partisipasyon sa anumang oras at nang walang 
anumang dahilan.  
 
Maraming salamat sa pagbibigay-oras. Para sa mga katanungan kaugnay sa pag-aaral na ito, 
pakitingnan ang mga sumusunod na detalye: 
  
Sa pagpirma sa kasulatan ng pahintulot na ito,   
 
Katarina Lindgren Cortés 
Email: ka4105co-s@student.lu.se  
